The evolution of oral rehydration solution has been a major treatment No intravenous fluid was allowed at any stage of treatment. Children received oral rehydration solution in a volume of 50 ml/kg for mild dehydration and 100 ml/kg body weight for moderate dehydration for initial rehydration, followed by a free intake to match stool output as long as diarrhoea continued. 4 Each patient was placed in a cholera cot covered with a plastic sheet specially designed to collect liquid stool in a bucket underneath. Breast milk, when available, or half strength cows' milk where it was not, were allowed from four hours after admission. The amount of milk ingested was measured by weighing the child before and after the breast feed. Children were closely observed in the clinical research ward by experienced and qualified nurses and attending physicians. Intake of oral rehydration solution and milk and output of stool, urine, and vomitus were measured at four hour intervals. Blood samples for measurement of haematocrit, plasma specific gravity, and electrolytes were drawn on admission, before starting oral rehydration treatment, and at 24 and 48 hours after the initiation of this. Na+ and K+ were determined on an IL-443 flame photometer, the bicarbonate content of blood was measured on a Cl/CO2 autoanalyser, and plasma specific gravity was determined by a Goldberg refractometer. Stool samples were collected through rectal catheter on admission and at 24 and 48 hours for estimation of faecal Na+, K+, and HCO3 concentrations by the above mentioned techniques. Urine samples were collected for Na+ and K+ estimation at 24 and 48 hours. A stool sample was cultured for salmonella, shigella, and Vibrio cholerae. Enterotoxigenic E coli colonies were tested for heat labile5 and heat stable6 enterotoxins. Detection of rotavirus in stool was carried out by an ELISA method.7 The effect of treatment was assessed by measuring the oral rehydration solution intake, output of stool and urine, gain in body weight, changes in haematocrit and plasma specific gravity, and correction and maintenance of the electrolyte balance.
Children whose initial rehydration or maintenance of hydration could not be achieved with oral rehydration solution and required intravenous fluid treatment were considered as oral treatment fail- Table 2 .
Results
The two groups of children were comparable for epidemiological, clinical, and diagnostic features ( Table 2 ). Nearly 75% of children were admitted with moderate degrees of dehydration and acidosis. All 48 children (100%) receiving WHO oral rehydration solution and 47 of 50 children (94%) receiving the solution without bicarbonate were successfully rehydrated and maintained their hydration status until diarrhoea stopped. The three treatment failures were withdrawn from the study because of persistent vomiting and severe diarrhoea (greater than 10 ml/kg/hr). One of them had severe hypokalaemia (Serum K+ 17 mmol(mEq)/l) and bronchopneumonia. These children were subsequently treated with intravenous fluid. The children treated with oral rehydration solution without bicarbonate consumed less than the control group and also passed less liquid stools, but the difference was not statistically significant (P> 0-05) ( Table 3 ). All patients passed urine within 12 hours of beginning treatment. Seventeen patients (32%) in the oral rehydration solution without bicarbonate group and 15 patients (31%) in the control group had vomiting, mostly during the rehydration phase. In those who vomited, the mean volume of vomitus/kg body weight was more in the group treated without bicarbonate (22 ml/kg) than those who received the WHO solution (12 ml/kg) (P<0-001). Success of hydration in both groups was determined by appreciable weight gain and fall in haematocrit and plasma specific gravity at 24 and 48 hours after oral treatment had begun. Children treated without bicarbonate, however, failed to correct acidosis as efficiently as control children during the first 24 hours of treatment (P<0.001).
By 48 hours acidosis was similar in both groups with a rise in the mean serum bicarbonate concentration from 13-1 to 17-1 mmol(mEq)/1 in the study group and from 13-3 to 18*9 mmol(mEq)/1 in the control group (P> 0.05) ( Table 4) .
The sodium, potassium, and bicarbonate concentration in stool as well as the sodium and potassium concentration in urine at 24 and 48 hours showed no significant differences between the two groups. 
